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DECLARATION by APPLICANT: SETF B WiYe 7%

1) | harabyy confiom thal all details-in this Form are Tree o the best of my knowledga. Any fales statamant will randar my Application & angoing sselstanca, If any,
liable for rejectian/canceliation

2) | solemnly confimm thal assistance, If raceivad fren Koshika Foundation, will be used enly for the “purpose”, s stated in this Form. Tor which such assistance
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3) | haraby confirm that | have not & wilk net in fulure, aval of relmburssment. in s o in R, from any offver source/employerinelrance company, of the amaount

for which this assisiance is reguasiad,
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1) By affixing my slgnature ar thumby impression of this Form, | (Applicant) heretry agree & authonse Koshika Foundation and it Trustess to
usafpunlish/put-up/reproduce my naine. address, pholo & delaie of the “purpose’. for which such sssEtanceis requestedigranted, hrough any
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